aspects that accompany illness in children and its impact on the family. To help me deal with these problems I sought help by joining a Balint Group on the doctor-patient relationship; and later we a group of like minded paediatricians started the Anna Freud Paediatric Study Group which lasted for some 20 years until her death. This led to the establishment of my 'Tuesday' clinic in Woolwich where every type of emotional problem associated with illness was tackled: chronic illness, handicapped children, life threatening illnesses, and bereavement.
The bereavement clinic
In the late 1960s when Machin approached us to participate in the South East Metropolitan Region study of spontaneous aborted fetuses I invited parents who had suffered a perinatal bereavement at the British Hospital for Mothers and Babies to talk thinigs over.2 There were at that time no guidelines from others experienced in the field and no literature that I could find on the subject. But interestingly enough this 'experimental bereavement clinic' coincided with publication of some papers on the subject, which demonstrated a new climate of thinking.i-5 This motivated me to try to engage others,' and a small group of interested professionals and consumers came together to produce a pamphlet which the Health Education Council published in 1979 and has continued to publish, providing some 10 000 free copies a year. The reason for the baby's death and the informa-tion parents require is important, but in practice not as much as I thought when I started. At first I thought that this would be a priority and I arranged for the first appointment to be six weeks after the baby's death in order to have the report of the postmortem examination to hand. Wigglesworth has pointed out succinctly how opportunities for pathological examination are still missed in the present day, and what needs to be done to improve the situation.11
To see, to hold, and to name the baby, and to discuss funeral arrangements have become part of everyday practice in an ever increasing number of maternity units.
There is a natural inclination on everybody's part to try to wipe out the past and its pain and advise the parents to try for another baby as quickly as possible. Understandable as this reaction is, we have now learnt that such a 'replacement' does not achieve the desired aim. Without a period of adequate mourning, which should be at least six to nine months, the mother's unresolved grief can resurge and with even greater force when the new baby is born. It is not easy to know when the mourning process is sufficiently over to embark on the next pregnancy as the apparent recovery may, in fact, be a state of denial. Pregnancy prevents adequate mourning and apart from the mother's resurgent grief the effect on the new baby of being a replacement can seriously affect the child's gender and identity.'2 There are those who fail to respond to the help we offer them. Despite frequent counselling sessions they may not show progress and this 'pathological grief may need more expert help, perhaps from a psychiatrist with a special interest in perinatal death.
Like so much in this new field further study and enquiry are needed. Past life events may render parents more susceptible and vulnerable than others to a perinatal bereavement. The identification of these events, which may include perinatal bereavements in previous generations, could alert us to be more prepared to pay special attention to such families rather than be taken by surprise at the otherwise inexplicable 'over reaction' to this loss.
What has happened up to date is most heartening and encouraging. The help parents and families are now receiving is very worthwhile on humanitarian grounds and by its mental health preventive influence. The benefits of research in this challenging field will add greatly to the wellbeing of such families in the future.
